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Attachment 3.1-A

Page 4b
STATE: Georgia

10a.  ADULT DENTAL SERVICES

Limitations

Dental services are available to recipients age 21 and over. Covered procedures
include only those described below:

Diagnostic radiographs: Panoramic and individual periapicals.

Emergency examinations during office hours and after hours emergency
examinations.

Oral and maxillofacial surgery services.
Anesthesia including nitrous oxide, intravenous sedation and general anesthesia.

Hospital admissions, inpatient and outpatient, when approved.

Post-Treatment Claim Review:

Claims for covered services exceeding $800.00 per recipient, per provider, per calendar
year must be submitted to the Department for post-treatment review.

TN No. 00-003
Supersedes Approved FEE 0 9 Zou Effective Date
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Pgll_ge 4c
STATE: Georgia

10b.  EPSDT DENTAL

All medically necessary dental services will be provided to all recipients under age 21
when these services are provided at intervals that meet reasonable standards of dental
practice, as determined by the State after consultation with recognized dental
organizations involved with child health care, and at such other intervals, indicated as
medically necessary, to determine the existence of a suspected illness or condition.

Prior Approval is required for the following dental services:

Plan of care exceeding $800.00 per recipient, per provider, per calendar year. Services
totaling less than $800.00 do not require prior approval unless they cause the total
amount to exceed $800.00. Emergency services are exempt from prior approval but must
be submitted for post-treatment review.

Hospital admissions, inpatient and outpatient.

Root canal therapy.

Anesthesia including nitrous oxide, intravenous sedation and general anesthesia.
Chemotherapy , therapeutic.

Other drugs and medicants.

More than two denture adjustments, one laboratory relining, or two tissue conditionings
per recipient, per calendar year.

Catastrophic procedures, except emergency treatment.
Orthodontic treatment.

Dentures.

Management of difficult children.

Hospital time/consultation.

Periodontal Services.

TN No. 00-003
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